This appendix formed part of the original submission and has been peer reviewed. We post it as supplied by the authors. 
1.
Recruitment of schools All Devon state primary and junior schools with children in at least one single Year 5 group of ≥20 children eligible to participate. Schools that expressed interest in participating were purposely sampled to represent a range of number of Year 5 classes (1-3 Year 5 classes), locations (urban and rural), and deprivation (<19% and ≥19% of children eligible for free school meals). Remaining schools placed on waiting list for Cohort 2 (two schools allocated to Cohort 2 dropped out before commencing trial and replaced by a school from the waiting list) 3 Identification of children All children in Year 5 within each recruited school eligible to participate 4
Recruitment of children Information sent to Year 5 child's parent/carer. Opportunity to opt out child from trial 5 Randomisation Allocation of schools to intervention or control group was using a computer-generated sequence, stratified on School Size (one Year 5 class vs ≥2 Year 5 classes) and % of pupils eligible for Free School Meals (<19%, ≥19%), as an indicator of school-level socioeconomic status. After randomisation to intervention or control, schools were allocated to Cohort 1 or Cohort 2 by a statistician from the CTU, with equal numbers of intervention and control schools in both cohorts. Allocation remained concealed from all delivery personnel, schools, and children until after baseline measures were captured in each cohort 6
Baseline measures Performed by trained assessors, who were blinded to schools' allocated groups 7a Intervention delivery HeLP intervention delivered to schools and children allocated to the intervention group. Anthropometric measures collected by trained independent assessors blinded to allocated group 9b 18 month measures Self-completed Food Intake Questionnaire, whilst children still at primary school, 18 months post baseline. Physical activity data from a subset of children, whilst children still at primary school, 18 months post baseline, was objectively assessed 10 24 month measures Anthropometric measures collected by trained independent assessors blinded to allocated group, after children have moved to secondary school (secondary schools have mix of children from intervention and control schools), 24 months post baseline (12 months post intervention)
Intervention details
We used an Intervention Mapping (IM) 3 approach in developing the intervention, which involved firstly conducting a literature review and extensive stakeholder consultation (step 1 of the intervention mapping process), followed by developing a logic model as recommended, 3 specifying programme objectives and their associated behavioural and environmental determinants (step 2), selecting theory-based techniques capable of changing behaviour patterns 4, 5 and selecting context-appropriate delivery methods (step 3) then designing and producing intervention components and delivery materials (step 4). Steps 5 and 6 of the IM process involved assessing the feasibility and acceptability of the newly-developed intervention in a number of pilot studies. [6] [7] [8] The IM approach identified two theoretical frameworks within which changes in behaviour patterns and their determinants were conceptualised: (a) the Information, Motivation and Behavioural Skills Model (IMB) 9 which linked to the selected determinants of the key behavioural objectives for the programme (to replace unhealthy snacks and drinks with healthy alternatives and to replace screen time with physical activity) and (b) the Health Action Process Model (HAPA), 10 which guided the sequential order in which to deliver the theory-based behaviour change techniques. The HAPA model implies a clear order of distinct actions starting with establishing motivation, moving on to taking action, followed by maintaining motivation.
The intervention consists of four phases delivered over three school terms, which have been ordered to enable and support behaviour change (see Table A2 ). The programme delivers a general healthy lifestyle message, encouraging a healthy energy balance with a focus on behaviours relating the consumption of sweetened fizzy drinks; healthy and unhealthy snacks, physical activity, and reducing screen time. An overarching message promoted throughout the Healthy Lifestyles Programme (HeLP) is the '80/20' rule, which recommends we should eat healthily and be active at least 80% of the time. Phases 1-3 of the intervention takes place when the children are in school Year 5 (aged 9-10 years) and phase 4 takes place at the beginning of school Year 6 (aged 10-11 years). The intervention was designed to fit in with the National Curriculum at Key Stage 2 and all lessons and drama sessions include learning objectives relating to Personal Social and Health Education (PSHE), Science, Numeracy, and Literacy. 
Training for delivery personnel
No training was required for the teachers to deliver the lessons and each lesson plan was set out clearly with objectives linking to the National Curriculum at Key Stage 2. Teachers were provided with a teaching manual containing all five lesson plans and associated resources in both hard and electronic form. All actors and the Drama Facilitator completed a four-day training programme and were given a detailed manual of the drama scripts and an overview (verbal presentation and written document) of the HeLP intervention. The Drama Facilitator for each drama team (comprising four actors) coordinated practise sessions prior to delivery in each school.
Parental involvement
Each phase of HeLP was designed to involve parents as much as possible. In phase 1, a newsletter was sent to parents and there was a parent assembly. In phase 2, an information leaflet was also sent home to parents each day based on the theme covered in the drama session and parents were invited in to the school to watch work in progress during the last two drama sessions of the week. In phase 3, children set goals at home with their parent/carer on a 'goal setting' sheet and returned to school with this sheet to discuss with the HeLP Coordinator. Finalised goals were then typed up and sent directly home to parents along with the HeLP '80/20' fridge magnet as a further reminder of the Programme. Another parent assembly took place after the completed goals sheet had been sent home. In phase 4, following the one-to-one goal supporting session, a further sheet with the child's goals was, once again, sent home in the post.
Adaptability to local context
HeLP was designed to allow for some flexibility, so that each activity could fit the context of the school. For example, schools were able to select the timings of parent assemblies and, throughout the year long intervention delivery period, the HeLP Coordinator worked closely with the teachers to understand how best to engage and involve the parents, which varied from school to school. Estimated from leg-to-leg bioelectric impedance analysis using the Tanita Body Composition Analyser SC-330
4.
Independent assessor (blind to group allocation)
All anthropometric measures (height, weight, waist circumference, and percentage body fat) were collected over the course of one day in each school.
If children were absent on the day of measurement, up to three further attempts to collect their data were made up to a further two weeks from the day of absence. All assessors completed refresher training prior to each data collection time-point.
Food intake (weekday and weekend)
18 months June/July 2014/15 Adapted version of the validated Food Intake Questionnaire for weekdays and for the weekend (FIQ) 11 Provides an estimation of the number of different types of healthy and unhealthy food and drink items consumed per day.
The questionnaire consisted of 10 healthy and 13 unhealthy snacks and drinks and 25 negative and 22 positive food markers.
HeLP Coordinator
Children answer yes or no as to whether they had consumed each listed food item the previous day.
The FIQ weekday was completed on either Tuesday Wednesday, Thursday, or Friday and the FIQ weekend was completed on a Monday.
Children were arranged in literacy groups to ensure that assistance could be given as efficiently as possible. An additional researcher, the class teacher and the teaching assistant also provided support.
Physical Activity 18 months June/July 2014/15 Wrist worn waterproof tri-axial accelerometer called the GeneActiv 12 PA can measure between +/-8mg at a rate of up to 100Hz
One class per participating school was randomly selected for the physical activity data collection. If the school only had one class then that class was selected to wear the monitor.
Children were asked to wear the accelerometer continuously (including at night) for eight consecutive days on the wrist of the non-dominant arm. Information packs were sent to parents one week prior to children being fitted with the GeneActivs providing information on wearing the accelerometer and guidance to be distributed to sports coaches to prevent removal during sport. On the day the accelerometers were issued, the HeLP Coordinator spoke to ten children at a time about how to comply with the procedures and answered any questions.
*all measures also collected at baseline (prior to randomisation) 
5.

Fidelity of Intervention
Adherence to intervention components
Adherence was assessed using yes/no checklists to indicate whether subcomponents within each component had been delivered or not. These were completed by the HeLP Coordinator or the Year 5 class teacher (for teacher delivered components only). Teacher completed checklists were returned to the HeLP Coordinator. If all components for each phase were delivered as per the manual (represented as a tick on the checklist) then it was recorded that 100% of HeLP components had been delivered in that school. If a minor activity (e.g. the practise of a chant, a missed scene from a drama workshop) was missing from a particular component, 2% was deducted for each minor activity from the overall total.
Quality of intervention delivery
Four components were chosen to assess quality of intervention delivery (one in each phase). These were the parent assembly (phase 1), the Healthy Lifestyles Week (phase 2), the parent assembly (phase 3) and the class delivered assembly (phase 4). For each of the four components, a score between 1 and 10 was given for (i) The four scores (quality of delivery and child, parent and teacher response) per observation in each school were averaged (mean score) to create a single summary score out of 10 for each of the four components observed. These four component scores were then averaged to produce a single mean delivery score per school. A score ≥ 8 was pre-specified to indicate that the intervention had been delivered in the 'spirit' in which it had been designed.
Participant responsiveness to the intervention overall
Levels of engagement with the programme overall were assessed both quantitatively and qualitatively for schools and for individual Year 5 teachers and children in intervention schools. 
7.
